M edication decision making is complex, particularly for older patients with multiple coexisting conditions. Sixty percent of adults over the age of 65 years take at least 5 medications; 12% use at least 10.
1,2 These medications may modify diseases, prolong life, and relieve symptoms. Taking more medications, however, is associated with increased costs, decreased adherence, and increased risk of adverse drug effects. [3] [4] [5] [6] Recent reports suggest that physicians and patients consider different factors when deciding to prescribe or take medications, further complicating medication decision making. [7] [8] [9] [10] [11] [12] While physicians focus on disease-specific outcomes such as stroke prevention or disease-free intervals, patients vary in the relative priority that they place on outcomes such as prolonged survival, prevention of specific diseases, physical and cognitive functioning, and comfort, particularly if they suffer from multiple conditions. 9, [12] [13] [14] [15] Moreover, physicians tend to focus primarily on benefits in the medication decision making and communication process while patients also consider time to expected benefit, inconvenience, cost, and adverse effects in deciding whether to start or continue medications. 7, 8, 10, 11 Medication decision making for older patients with multiple conditions is additionally complicated for 2 reasons. First, multiple conditions increase the chance of experiencing adverse or harmful effects of medications. 16 Second, the benefits of many medications, even those of presumably unquestionable benefit, are uncertain in older patients with multiple conditions. In the case of antihypertensive medications, for example, most participants in the trials establishing benefits were less than 80 years old and suffered from fewer co-morbid conditions and took fewer other medications than their agematched cohort. [17] [18] [19] [20] [21] [22] It is therefore not clear whether elderly individuals with coexisting conditions will experience the same disease-specific benefits (e.g., stroke prevention in the case of antihypertensive medications) or the same low prevalence of harmful medication effects as the participants with few coexisting conditions included in the trials. 21, 22 The uncertain benefits and harms of medications and the variable priorities that older patients assign to different health outcomes define medication prescribing as the kind of treatment decision for which shared decision making may be the appropriate approach. 23 Shared decision making is a model for the way in which the physician and the patient participate in treatment decision making. One of the core assumptions of this model is that the patient brings to the decision information that the physician cannot know without engaging the patient in the decision-making process. In this model, the physician and patient share information with each other. The physician provides information, or acknowledges uncertainty, regarding the harms and benefits of available treatment options and the patient provides information regarding beliefs and preferences; both participate in the decision-making process, although in different aspects. 24, 25 The extent of desired participation in decision making has been shown to vary among patients with a range of clinical conditions. [26] [27] [28] [29] It has also been suggested that patients' desire to participate is dependent on the task. 30, 31 Whereas many patients may not wish to participate in making the final treatment decision, for example, they often wish to be involved in articulating preferences and in selecting the most desirable outcome. 30 This distinction was recently confirmed in a population-based study demonstrating that, while half of the respondents preferred to leave final treatment decisions to their physician, nearly all wanted to be offered choices and asked their opinion. 31 Although patient participation in clinical decision making is an active area of investigation, little is known about the desires or concerns of older patients when faced with medication decisions. Any movement toward greater involvement of older patients in medication decision making must address and incorporate their views and perceptions. We explored the perceptions of older adults regarding patient involvement in medication decision making in a qualitative study using indepth, semistructured interviews.
METHODS

Participants and Setting
A broad spectrum of older adults with multiple chronic conditions were recruited from 3 senior centers, and the offices of a primary care practice, a geriatric rheumatologist, a nephrologist, and an ophthalmologist. The inclusion criteria included age 65 years or older, one or more prescription medications, ability to participate in an English language interview, absence of cognitive impairment (defined as a score of at least 17 out of 22 on the telephone version of the Folstein Mini-Mental Status Examination 32 that was administered at the time of the interview), and, in the case of participants recruited from physicians' offices, the ability to participate in a telephone interview. Of the 3 participating senior centers, 1 served a predominantly Caucasian, working-class community; the second a predominantly affluent, highly educated community; and the third, a predominantly African-American community. After the senior centers' staff announced the study, interested center attendees were provided details, and verbal consent was obtained by one of us (V.N.B.). Senior center participants were interviewed at the center.
At the physicians' offices, potentially eligible patients were notified of the study. If the patient agreed, one of us (V.N.B.) explained the study and obtained verbal consent. Consenting patients were then called at home for the interview. The Yale University School of Medicine Human Investigation Committee approved the protocol.
Data Collection
One-on-one interviews were conducted. Participants were asked for demographic and health data including age, race, gender, education, employment status, number of physicians seen in the past year, number and names of prescription medications, and self-reported medical conditions using a chronic disease questionnaire. 33 The interview guide was designed to uncover participants' perceptions of medication-related decision making using open-ended questions. We did not provide a definition or conceptual model of what should constitute shared decision making. Rather, we framed the interview within the context that patients should consider being part of medication decision making without suggesting or mentioning any specific aspects. We also avoided the term shared decision making because participants did not understand the term in pilot interviews.
As is common in qualitative research, the interview guide was iterative, and evolved into its final form over the course of the study. 34 The interviews, audiotaped with participants' permission, were transcribed and verified for accuracy. Analysis occurred concurrently with data collection. Themes identified in early interviews became probes for later interviews. 34 The interviews ended when theme saturation was reached, the point when no new information was gained from further interviewing. 36 
Analysis
The transcripts were analyzed with multiple close readings by the authors. [34] [35] [36] Themes were compared within and across interviews according to the constant comparative method of analysis. 34, 35 Two of us (V.N.B. and M.E.T.) independently coded all transcripts and then met to assign codes to the text collaboratively. Additional texts were compared with previously coded texts in the transcripts; new codes were assigned if both of us agreed that a new concept was mentioned in a transcript. Codes were later combined and synthesized into broader, recurrent themes. All authors then reviewed the coding scheme; consensus was reached through discussion.
RESULTS
The 51 individuals who participated ranged in age from 65 to 89 years; 40 were Caucasian and 32 were female. Twentythree participants were recruited from senior centers and 28 from physician practices. Participants visited a mean of almost 3 prescribing physicians and took a mean of 4 ( AE 2.1) medications regularly. Other participant characteristics are displayed in Table 1 . No data were available on the numbers, or characteristics, of the potentially eligible persons who did not choose to participate in the interviews. The primary theme that emerged was the variability in participants' perceptions of the possibility of patients playing any role in medication decision making. The other 2 major themes were that physician attitudes or behaviors and logistical factors could either impede or facilitate patient participation in decision making. The themes and subthemes that emerged from the interviews are listed in Table 2 .
Variability in Perceptions of Patients Playing Any Role in Decision Making
The primary theme, because the other factors can only come into play once one believes that patients can and should participate in medication decision making, related to the variable perceptions of patients' roles in decision making. Subthemes expressed by participants included: (1) patients do not want to be part of the decision making; (2) patients cannot be a part of decision making; and (3) patients can and should participate in medication decision making. The aspects of decision mak-ing, in turn, ranged from knowing more about the effects of medications to promoting medication prescribing actively based on individual patients' health goals and preferences.
Patients Do Not Want to Participate in Decision Making. Several participants felt that not all patients want to participate in medical decisions. Wanting the doctor to tell them what to do, fear and anxiety regarding illnesses, and the fact that participants considered disease and illness overwhelming were reasons cited for patients not wanting to participate in medication decision making.
Patients Cannot Be a Part of Decision Making. Participants who mentioned this theme often referred to feeling powerless and feeling they could not make a difference in decisions. One participant stated, ''Well I don't think I could be much of a help. I don't think anybody would take me seriously enough . . .'' Lack of knowledge about medications was noted by several participants, as exemplified by this quotation, ''I don't know anything about them. How can I make a decision''? A commonly mentioned reason for not being able to participate related to the perception that the doctor ''knows best'' or is ''godlike.'' One individual described this phenomenon, ''I have some friends that feel the doctor is still Almighty God, like they did umpteen years ago. The doctor prescribed and the patient took it whether she wanted to or not.''
Patients Can and Should Participate in Medication Decision
Making. Some participants who felt patients could, and should, participate focused primarily on patients' responsibility to know about their medications and conditions. Reading about medications through the package insert or the Internet, knowing the side effects, knowing costs, and obtaining information from medical professionals, including pharmacists and nurses, were examples mentioned of how to learn more about medications.
Importance of Asking Questions. Participants brought up the importance of asking questions, such as the person who said, ''. . . and you know, you should feel free to ask them whatever you want concerning yourself. You know your body, yourself, or your medication. I know I do . . . '' Communicating concerns to physicians was also mentioned as reflected in this quotation, ''But I've asked him a number of times about adjusting these medications and maybe not taking all these items because I felt that a number of them overlapped. But he said I should just continue taking them. . . . And uh, the people should not be afraid to ask questions even if it means, like I do, I make a little list when I go in . . . '' Concern About Side Effects. Side effects were mentioned by participants more often than were the beneficial effects of medications as the focus of discussions with physicians, as exemplified by 1 interviewee discussing finding an alternative statin after experiencing side effects, ''It's sort of a trial and error thing, before you can find out which is the right one . . . It was the way it hit me . . . we had to go back and try something different.'' Active Participation in Decision Making. While many participants mentioned asking questions and providing information on side effects as the extent of their involvement, other participants discussed a more active role in medication decision making, ''It's taken two or three different medications to get it impeding or facilitating patient participation. The perception of the physician as uncaring or unconcerned was frequently identified as a barrier, as reflected by this quotation, ''Well it all depends on how the doctor reacts. Some doctors are just so selfish you don't want to ask them nothing . . . like they don't care, you know . . . ''
Communication and Interpersonal Skills. Poor communication and interpersonal skills were frequently cited problems. Examples given by participants included physicians using terminology patients did not understand, not providing patients with enough information, and not asking whether the patient had questions. Abrupt, dismissive, superior, authoritarian, intimidating, and hurried were adjectives used by participants to describe physician behavior that impeded patients' participation in decision making. Conversely, an unhurried, nonintimidating, relaxed manner; listening to the patient; asking whether the patient has questions; and knowing the patient as a person were physician behaviors and qualities mentioned as conducive to patient participation. One woman felt it was possible for patients to be involved only if the physician initiates the process and educates the patient, ''So I don't know whether it is possible for a lay person to be involved in their medication unless the doctor sits down and says to them, well we have a choice of doing A, B, and C. And then outlines what A, B, and C are, and then offers them a choice.'' Physician's Focus on Treating Numbers Rather Than Patients. Physicians' focus on treating numbers was seen as a barrier to patient's participation as reflected in these quotations, ''I think they keep layering on medications . . . It's taken two or three different medications to get it [hypertension] under control,'' and ''He kept raising my Lipitor in leaps and bounds because he was trying to bring the numbers down,'' and ''His one goal was to see a certain number and that was it'' and ''Certain doctors are robots. They're statistical robots.'' Health Care System and Logistical Factors Impede or Facilitate Patient Participation in Decision Making. Lack of time during the clinical encounter and the inability to choose a doctor because of insurance were 2 ways cited by participants by which the health care system impedes patient participation in decision making. Involvement of other people was mentioned as a way to facilitate patients' role in decision making. Examples included asking pharmacists to explain medications and expected effects, bringing a friend or relative to a doctor's visit, and involving office support staff such as a nurse, social worker, or aide. Doctor's attitudes and behaviors facilitate or impede patient participation Subtheme: doctor's negative attitudes and behaviors impede participation Some doctors are perceived as uncaring and unconcerned, abrupt, and not wanting to talk or knowing how to talk with patients; some doctors do not take the time to explain or provide enough information to allow patient participation; some doctors have an authoritative, intimidating manner Patients perceive that doctors do not want patients to participate; perceive that doctors do not want to be questioned Subtheme: doctors who communicate well encourage participation Doctor behaviors that encourage participation include being straightforward in answering questions, giving patients a chance to talk, gearing information to the patient, adopting an unhurried and nonintimidating manner It helps participation if the doctor knows the patient Doctors have to appear receptive to patient input and involvement; ask about the patients' concerns, and tell patients that they have choices Subtheme: doctors' focus on treating individual diseases and numbers was perceived as impeding patient participation in medication decision making Health care system and logistical factors facilitate or impede participation Subtheme: involvement of other people facilitates shared decision making Pharmacists can help explain medications and expected effects Support staff (e.g., nurse, social worker, aide) can supplement the patient's interaction with the doctor and aid communication Bringing someone to the doctor's visit (to back them up) can help Subtheme: the health care system is not structured to allow participation in decision-making Not enough time; no reimbursement for the time it takes Cannot chose a doctor with whom can be an active participant Subtheme: medication decision making is too complex to allow anyone (doctor or patient) to make informed decision making Information changing all the time; no one can keep up Overspecialization of doctors; doctors only know their own area Patients go to several physicians; no one has the overall plan or decision making
Rapidly evolving medical information was seen as making it difficult for patients and physicians to remain informed. Specialization and having multiple physicians were also recognized as a challenge to patient participation as reflected by this quotation, ''They're getting specialized, so the doctor who sees this doesn't know anything about that. If he doesn't know anything about it he says see a guy who does that . . . I don't do that, I do this.''
DISCUSSION
This study revealed several themes relating to older adults' perception of patient involvement in medication decision making. There was variability in perceptions on whether it was possible or desirable for patients to participate in any aspect of prescribing decisions. While some participants expressed attitudes and beliefs that were congruent with the paternalistic model, 37 deferring decisions completely to the physician, others supported a more participatory role for the patient. For those who considered it possible for patients to participate, knowledge, communication, confidence, trust, time constraints, the expanding number of medications available, the focus on treating numbers, and multiple physicians prescribing for the same patient were recurring themes that facilitated or impeded patient involvement in medication decision making. Participants also expressed views on participating in different aspects of decision making. 24, 25, 30 For some interviewees, involvement was limited to the physician providing drug-specific information to the patient, which, while a necessary step, is not the same as sharing decisions. 24, 25 Others mentioned discussing treatment options. Only 1 participant expressed the idea that medication prescribing should be based on individual patients' health preferences and goals, a key component of shared decision making. 24, 25 Many of our findings are consistent with previous studies addressing medication related and other health care decision making. Prior investigations have shown, for example, that some patients do not want to be involved in decision making. [26] [27] [28] [29] 38 Of those who do want to be involved, the spectrum of involvement ranges from sharing information to active participation in the final decision. 24, 25, 30, 31 Many of the views and issues mentioned by our participants were similar to those reported for decisions ranging from cancer screening and treatment to asthma management, [27] [28] [29] suggesting that many of the important considerations are not unique to older adults or to medication decision making. One advantage of qualitative research is the opportunity to uncover unexpected themes. [34] [35] [36] One such unexpected theme in the present study was that both presence and absence of trust in the physician could serve to either facilitate or impede participation. This complex relationship between trust and patient involvement requires further exploration and hints at the difficulties confronting an evolution to a shared decision-making model of medication prescribing. The limitations of this study are several. We did not attempt to prioritize the responses in this qualitative study. We cannot comment, therefore, on the relative importance of the themes. Participation was limited to English-speaking adults who were able to go to medical appointments or to senior centers, and in the case of participants recruited from physicians' offices, be able to participate in a telephone interview. We do not know how many, or who, did not chose to participate or whether nonparticipants might have perceptions different from those expressed by participants. Finally, the number of minority participants was small although they raised themes similar to those raised by Caucasian participants. In this qualitative study, we could not determine the prevalence of the various responses or the differences in prevalence across participant characteristics such as age, gender, ethnicity, or health status. Further research is needed to quantify the perceptions expressed by participants and to determine the spectrum of desired participation. In the meantime, our findings suggest areas that need to be addressed.
While evolution to greater patient involvement may be possible, and desirable to some older patients, findings suggest that the transition will be challenging. Several different strategies likely will be necessary to encourage older patients to participate in medication decision making. As a simple first step, physicians need to directly ask patients how involved they would like to be in making decisions. The shared decision-making model involves various aspects including exchange of information between patient and physician, discussing treatment options, and making the treatment decisions. 24, 25, 30 The physician should elicit which aspects the patient wishes to be involved in. For those patients not wishing to be involved, further exploration may be needed. Because fear, perceived lack of knowledge, and low self-efficacy were frequently mentioned reasons for the reluctance to participate, strategies to enhance patient knowledge and to increase confidence in interacting with physicians should be used before accepting that patients do not wish to be involved. For those patients who express interest in being involved, the study highlights ways to encourage greater patient participation. The communication skills of both patient and physician were frequently mentioned determinants of patient involvement. Although the concept of patient centeredness has influenced recent teaching practices, training in communication skills remains largely focused on history taking and diagnosis. 15 Less attention has been paid to decisionmaking tasks. 39 The reference to prescribing by multiple physicians as a barrier indicates that communication between providers is as important as patient-physician communication. Physicians must not only communicate with each other but must agree on the medication regimen that best meets individual patients' goals and preferences.
Another physician-related issue was the perception of several participants that physicians are focused on ''treating numbers.'' Such a focus is an expected consequence of guideline-driven medication prescribing. 40, 41 Successful implementation of shared decision making, however, will require a resolution of the inherent conflict between appropriate treatment of individual diseases and goal-directed care of older adults with multiple conditions. 6 Eliciting patient goals and preferences is a fundamental aspect of decision making and is particularly important given the variability in health outcome priorities among older patients with multiple conditions. The rare mention of goals and preferences in this study suggests that training in, and encouragement of, elicitation of preferences will be essential to shared decision making. [13] [14] [15] Shared decision making between physicians and patients would seem integral to dealing with the uncertainty and variability inherent in medication prescribing for older patients
